Cryptococcosis is an infection caused by fungi that belong to the genus Cryptococcus. There are several species of Cryptococcus, but two species-Cryptococcus neoformans and Cryptococcus gattii-cause nearly all cryptococcal infections in humans. Cryptococcosis is one of the most common fungal infections in Brazil and becomes even more important after the onset of the AIDS epidemic. The lung is the main gateway, and also is the most common site, with diverse clinical manifestations ranging from an asymptomatic to severe pneumonia. When symptommatic, most patients present with fever and cough with expectoration or hemoptysis. The most common radiological findings in immunocompetent patients are located images of masses and nodules, while immunosuppression shows interstitial infiltrates and diffuses interstitial opacity. This is a case report of a patient in the third decade of life with breathing-dependent pain at the base of the left hemithorax, who has radiological examination of a mass in the left lung base in contact with the pleura mimicking malignant lung. Lobectomy was performed, as well as the pathological diagnosis of cryptococcosis.
INTRODUCTION
Cryptococcosis (Busse-Buschke disease) is a fungal disease caused by Cryptococcus neoformans and Cryptococcus gattii. The first is an opportunistic disease, cosmopolitan and conditions associated with immunosuppression cell. It occurs in various organic substrates, and is usually rich in nitrogen source such as from bird feces. Microfoci's growth of this yeast is formed mainly in urban centers and related to pigeons. C. gattii is related to infection of immunocompetent patients, being endemic in tropical and subtropical areas. Its natural habitat primarily is related to Eucalyptus camaldulensis plant remains from Australia, but has been isolated from different types of wood elsewhere in the world [1] .
The mortality of the disease varies with the degree of development of the country. In developed regions, the rate is approximately 10% and around 43% in developing countries. In the Northeast and North regions of Brazil, C. gatti infection of the central nervous system has lethality of approximately 35% to 40%. In the South Region, Southeast and Midwest, diseases secondary to C. neoformans are prevalent because there is a higher rate of AIDS [1] .
Inhalation of dried yeasts causes natural infection, causing an initial framework lung, which may progress or regress depending on the host response. The clinical picture may reach beyond the lung lesions, skin, bones, adrenal, kidney and central nervous system, among others [2] .
Pulmonary infection is the most frequent, and the clinical and radiological spectrum is quite broad. The immune status of the patient plays an important role in this range of signs and symptoms, and immunocompetent patients tend to present with more self-limiting localized lesions, since they are immunosuppressed with dissemination and respiratory failure. In one-third of cases, the disease is asymptomatic. The symptoms are very nonspecific, predominantly fever and cough [3] . The involvement of local lesions causes specific symptoms: breathing-dependent pain (mass contact with the pleura) and the upper lobes (mimics the Pancoast syndrome). Furthermore, constitutional symptoms may be present, with the union of clinical factors-radiologically indistinguishable from malignant lung injury.
Unilateral or bilateral nodules are the most common, and are rarely calcified or cavitary on radiological examination. They generally stay on subpleural topography with diameter ranging from 0.5 to 4.0 cm and are characteristic of immunocompetent patients. Already, immunosuppressed patients have interstitial infiltrates and must always make the differential diagnosis with pneumocystosis. There is also the miliary and hilar and mediastinal lymphadenopathy similar to tuberculosis. Pleural effusion is present in less than 10% of the cases [1] .
The diagnosis of an immunocompetent patient with pulmonary involvement is usually done by biopsy or surgical removal of the nodule with its histopathology. If confirmed, there is a need to investigate infection of the central nervous system via lumbar puncture.
The treatment of symptomatic patients with disseminated disease, positive cryptococcal antigen or immunosuppression should be performed with anti-fungal. However, those with localized, oligosymptomatic or asymptomatic pulmonary forms or patients with resected pulmonary nodules [1] can be accompanied by rigorous clinical and laboratory monitoring. The surgery for resection of the lesion is performed in specific cases such as pseudotumor injuries and not responsive to medical treatment, and extensive exudative pleural effusion.
CASE REPORT
A 36-year-old african american woman with no significant past medical history was attended at Heliopolis Hospital Emergency Room (Sao Paulo -Brazil) due to a breathing-dependent pain in the left hemithorax from one week. Five days prior, the patient sought another service being prescribed antibiotic therapy, but there was no improvement. The physical examination revealed decreased breath sounds in the lower third of the left hemithorax and vital signs unchanged.
During the diagnostic investigation, the patient had hemoglobin of 10.5 mg/dL, white blood cell 8720 mg/dL, C-reactive protein 6.1 mg/dL, and the HIV virus search was negative.
Chest radiograph (Figures 1 and 2 ) presents extensive opacity in the lower third of the left hemithorax in the posterior region. The patient was admitted for investigation.
Computed tomography (Figure 3) showed low attenuation mass, heterogeneous, suggesting areas of necrosis in the lower lobe in lateral and posterior basal segment associated with ipsilateral pleural effusion.
A thoracentesis was performed, looking bloody, with blood glucose of 116 mg/dL, LDH 838 U/L, albumin 3.8 g/dL, amylase 36 U/L and negative culture in the first sample. The cytology was negative. A second thoracentesis was attempted, but not enough liquid was evidenced differential diagnosis with infection, infarction, and abscess should be performed. The use of PET/CT has an indeterminate finding, because both malignancies such as infection and inflammation are often hypermetabolic. These findings cause many false positives in endemic areas [5] . Surgical treatment should not be the first option in cases of cryptococcal infection. However, when it does not respond adequately to drug therapy, a resection of the lesion (usually a lobectomy) should be performed.
by ultrasound.
Diagnostic option was surgical resection of the tumor which, under direct visualization, had hardened aspect and was adhered to the chest wall and diaphragm. A lobectomy was performed. The pathological analysis was positive for cryptococcal infection (Figure 4) .
DISCUSSION
Cryptococcal infection presents an increased prevalence in patients with immunosuppression of T cells. The male is the most affected. In patients with HIV, the radiological pattern is a predominant interstitial infiltration, alveolar infiltrates, mixed infiltrate and pleural effusion. A less common finding is excavation. Immunocompetent individuals, such as the patient in question, present with nodular lesions or masses [1, 4] . Other cases of immunocompetent patients reported in the literature showed the same image aspect, however, clinical history was variable [4, 6, 7] .
This report reinforces the importance of pseudotumoral lesions for the differential diagnosis of lung masses by radiologists, pulmonologists and oncologists.
Regarding the aspect of injury, the lung mass with irregular delimited contours, more prevalent in radiology, is often associated with close contact with the pleural surface. Pulmonary nodules also exhibit irregular defined contours [4, 5] . Involvement is most often unilateral. A study of 14 patients with a diagnosis of pulmonary cryptococcosis confirmed by cytological and histological investigation showed that 64.2% of the lesions had the mass aspect and 50% had contact with the pleura [4] .
